In order to reduce the difficulty of communication between occupations in supporting dementia patients from discharge, we investigated the perception of dementia in the profession involved in the discharge of dementia patients. Interviews were conducted with 18 professionals including doctors, nurses, medical social workers, care managers, and visiting nurses. The data were analyzed using content analysis. The results indicated that the perceptions regarding patients with dementia, their families, and symptoms of dementia could be classified into eight categories consisting 19 subcategories, which included 79 codes; [hospitalized patients have dementia], [patients with dementia are increasing], [dementia gets worse by hospitalization], [symptoms different from dementia are diagnosed as dementia at hospitals], [family's perception is different], [lack of ability to provide care by family members], [discharge coordination is not provided to patients with dementia], and [differences in discharge because of having dementia]. In some subcategories, a code was extracted from different professionals, or, from a specific professional. The results suggested differences regarding the perception of patients with dementia and symptoms of dementia in different professionals. ＜Key-words＞ patients with dementia, discharge coordination, interprofessional collaboration, communication, perception of dementia arazoe@ks.kyorin-u.ac.jp(Miki ARAZOE; Japan) Asian J Human Services, 2019, 17:43-60.
Content of the survey
Perceptions regarding patients with dementia and symptoms of dementia were investigated in professional workers at the point of discharging patients.
Data collection
Semi-structured interviews were conducted based on an interview guide.
Semi-structured interviews are easy to encourage free thinking and speech by study participants, and researchers can find issues to pursue during interviews and develop questions, by making effective use of interview guides. There is an advantage that it is easy to collect data according to the research purpose (Yatsu, 2000) .
Requests for conducting the study was submitted to facility directors. Professionals that agreed to cooperate in this study were selected to take part in the study. Participants were interviewed for approximately 60 minutes after agreeing with the conditions of a written and oral explanation of the research. Each participant introduced the next participant until there were no more remaining people to introduce.
Analysis
Verbatim transcripts were developed based on IC recordings and analyzed for their content. Transcripts included only the data that participants consented for the analysis.
Data was chunked while preserving meaning and then coded, divided into similar themes and then categorized according to the advice of the research director. Division of data was spread out over time to maintain the validity and reliability and repeated until categories were fixed.
Ethical considerations
A letter of request was distributed to facility directors and participants in the study stating the purpose of the study. The letter included a summary explaining that interview data would be used only for this study and would be destroyed five years after the conclusion of the study, or 3 years from the final research presentation. The letter also explained that results might be presented at symposiums or academic journals, but only in such a way that individual information would not be unidentifiable. The letter further explained that participation in the study was voluntary, that there would be no unfavorable consequences if participants did not respond. Moreover, it was explained that participants were free to withdraw from interviews at any time even after granting consent. None of the authors have any conflicts of interest associated with this research. [Patients with dementia are increasing] consisted of the two following subcategories and seven codes; {patients with dementia are increasing} and {there have been patients with dementia before} ( Table 2 ). The codes, {dementia exists in the base of patients hospitalized because of physical diseases} included <many patients have dementia as well as other diseases, and are often hospitalized again> (V/1), and <some patients repeatedly have aspiration pneumonia and leave the hospital> (V/1) among others, which were extracted from visiting nurses. The codes, {hospitalized patients have dementia} were <most of the hospitalized patients have dementia> (Ns/1) and <most of the patients with diseases have mild dementia> (C/2), which were extracted from professionals other than MSW.
Moreover, the codes, {patients with dementia are increasing} included <I feel patients with dementia are rapidly increasing> (Dr/2) among others, which these codes were often extracted from doctors. The codes, {there have been patients with dementia from before} included <there is no impression that patients with dementia have suddenly increased> (M/3) and <the number of home care patients with dementia is larger than that of hospitalized patients> (V/3), which were extracted from MSW, care managers, and visiting nurses. Table 3 ).
The codes {when getting hospitalized, dementia gets worse} were as follows; <physical levels rather decline, depending on the hospitalization period> (C/2), <although physical conditions improved, it is difficult to live at home because of dementia> (Dr/3), and <in many cases, cognitive functions further decline through hospitalization and it is impossible for the family to accept the patient> (Dr/3), among others, were extracted from doctors, care managers, and visiting nurses. The codes, {the pace of hospital life and restriction worsen dementia} were as follows; <especially people with dementia feel as if they are tortured. When resisting hospital staff because they did what the patient disliked, including bed-baths or perineal care, the patient is considered heavily demented and physically restrained> (Dr/2) and <patients are not accustomed to the hospital environment. Moreover, different types of care are provided automatically for treatment without patients' consent, getting patients with dementia confused> (C/5), which were extracted from doctors and care managers.
The codes, {the symptoms that are not regarded as dementia at home are diagnosed as dementia in the hospital and considered a problem} were as follows; <symptoms that are not regarded as dementia at home are perceived as dementia when hospitalized> (Dr/2) and <dementia symptoms that did not stand out at home become highlighted by hospitalization> (Ns/1), among others, which were extracted from doctors and nurses. The Table 4 .
One of the codes {insufficient understanding from family} was as follows; <although family members think the patient still needs treatment, the patient needs care rather than treatment. Family members think the patient cannot leave the hospital without the ability to walk. Some people do not understand that a person cannot enter the hospital without the ability to walk> (M/2). The codes, {family members have different recognition} were extracted from MSW and nurses, including <family members say that the patient does not have dementia because he/she behaved properly at home> (Ns/1), among others.
The codes, {sometimes family members have dementia} were extracted from MSW, including <the head of the family, i.e., the key person, or his wife, has mild dementia> (M/2) and <the person living with the patient has dementia. In some cases, the person that has been taken care of the patient gets sick> (M/2), among others. The codes for {it is difficult to decide on a place to live because of lack of ability to care} were extracted from doctors, MSW, and visiting nurse, including <caregivers do not have sufficient ability to care, or, family members are working during the daytime and cannot take care of the patient> (V/1), <many patients live alone or live with another person at home. It is difficult for them to live daily life by themselves, including drug and toilet management, among others.> (V/1), and <family members released from caring for the patient by hospitalization cannot return to their previous life, and want the patient to stay in hospital> (Dr/2), among others. The codes, {returning home rather than entering facilities} were extracted from care managers, including <although looking for care facilities, the facilities did not accept the patient and there was no choice but to return home> (C/5) and <in many cases, patients return home rather than entering a facility> (C/1), among others. The codes, {there are no problems in the discharge of patients with dementia} were extracted from doctors, care managers, and visiting nurses, including <coordination of discharge date is not necessary for patients with dementia because they rarely prepare welfare goods> (V/1), < patients with dementia do not need any discharge coordination> 
Perceptions regarding families of patients with dementia and discharge from hospital
Families of patients with dementia were recognized mainly by MSW as follows; <although family members think the patient still needs treatment, the patient needs care Services Human rather than treatment. Family members think the patient cannot leave the hospital without being able to walk. Some people do not understand that a person cannot enter a hospital without being able to walk> (M/2) ({insufficient understanding from family), or, <family members say that the patient does not have dementia because he/she behaved properly at home> (Ns/1) ({family members have different recognition}).
The Japan Medical Association (2016) has stated; "patients and their families tend to think that patients are discharged from hospital when they recover to a state that is similar to the condition before entering the hospital. However, in many cases, patients still need medical support, or, might be in a state in which different functions have declined. Therefore, patients and their families tend to be anxious about life after discharge. According to Matsuo (2011) when communication with older adults with dementia is difficult, or their behavior is unpredictable, nurses tend to be abrupt without finding a permanent solution to their problems, because of their lack of experience or prejudices. This is because nurses are unaware of appropriate methods for managing these patients.
As a result, it is necessary for medical professionals to acquire appropriate knowledge for assessing patients with dementia during acute medical care. Moreover, there are few nurses in hospital wards that have the experience of being a visiting nurse or doing welfare-related work. Therefore, it is difficult to share the experiences or an image of of dementia patients were discharged after taking measures including "a conference to discuss methods of providing home care," "taking manual based preventive measures," and "dealing with the patients depending on the conditions according to nursing plans." At the conference, medical and welfare professionals can discuss the common topics and based on their specialty, strong or weak points, and limitations, among others. Through collaboration, they can experience synergistic effects, leading to an improvement in service quality. Having a conference is a simulation having a sense of reality.
Accumulating such experiences can lead to team formation (Shinoda, 2011). It is necessary to have a conference not only at the discharge of patients with dementia but also during hospitalization. However, there are difficulties in functioning as a care team. According to Naruse and Uda (2018), medical professionals responded that "the abilities of other professions are unknown. Therefore, it is difficult to decide the level at which we should talk to them," and nurses responded, "we cannot honestly talk with other professionals," and welfare workers responded, "there is a wall between other professionals and us."
Especially they felt a distance from medical professionals. Moreover, Kikuchi (2000) indicated that a unique structure (positions and roles) in the team approach is formed during interprofessional collaboration, which causes consistent or inconsistent problems with the organizational structure (positions and roles). Furthermore, Kamiyama and Services Human Sasaki (2011) reported that there are communication gaps between care workers and medical professionals because their knowledge bases are different, and filling this gap is an urgent issue.
This study examined perceptions regarding patients with dementia and their families, as well as dementia symptoms in different professionals involved in the discharge of patients. Moreover, a code was extracted for certain subcategories from different types of professionals or from a specific type of professional. It was suggested that the perception of patients with dementia and dementia symptoms might differ depending on the occupation. That said, this study was limited by a small number of interviewees, and coding may have been biased due to a semi-structured interview format. In the future, effective measures for reducing the communication gap among professionals should be developed for improving discharge coordination and support after discharge. 
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